Oesophageal strictures in dystrophic epidermolysis buliosa SIR,-Walton and Bennett in their progress report 'Skin and gullet ' (Gut 1991; 32: 694-7) declare that diffuse oesophageal involvement in dystrophic epidermolysis bullosa is difficult to manage with a considerable risk of perforation. They recommend colonic interposition either by bypass or replacement of the strictured oesophageal segment. They base their recommendation on a report describing successful surgical oesophageal replacement in two patients.
I am concerned that patients with dystrophic epidermolysis bullosa complicated by oesophageal strictures may be subjected to major surgery when colleagues follow the recommendation of Walton and Bennett and thereby ignore an established non-operative treatment method. Balloon dilatation with balloons of predetermined size, placed in the oesophagus over a pathfinder string, combined with long term tube feeding is an effective and safe procedure.' Dilatation even of diffuse strictures in the thoracic oesophagus is no more difficult than in the cervical part. The 
